ABSTRACT-Treatment of patients with traumatic macroamputations is challenging. The aim of this study is to analyze the significance of this type of injury in TraumaRegister DGU A (TR-DGU) and to depict the rate of formal surgical ablation of the traumatically induced amputation, epidemiologic data, as well as outcome in severely injured patients with amputations. We acquired data from the TR-DGU of the German Trauma Society (DGU). The inclusion criteria for our study were Injury Severity Score (ISS) greater than 9, macroamputation, and available data about the Abbreviated Injury Scale (AIS) code. A total of 48,908 of 67,425 patients had an ISS greater than 9 and available data about the AIS code. In total, 926 (1.9%) of 48,908 patients had an immediate traumatic macroamputation on-scene. Thereof, 298 patients (32.2%) had a macroamputation of the arms, 605 patients (65.3%) had an amputation of the legs, and 23 patients (2.5%) had both. Among them, 457 patients (49.4%) with a macroamputation had monotrauma. In total, 126 patients (13.6%) underwent replantation and 800 patients (86.4%) underwent formal surgical ablation of the traumatically induced amputation. Seventy-six (23.7%) of 321 patients with upperextremity amputations and 53 (8.4%) of 628 patients with lower-extremity amputations underwent replantation. Mortality in patients with replantation was lower (5.6% vs. 19.6%, P G 0.001). Standardized mortality rate was lower for patients with replantation (0.71, 95% confidence interval, 0.20Y1.21 vs. 0.94, 95% confidence interval, 0.80Y1.10; P = 0.26). Glasgow Outcome Scale (GOS) was significantly better for patients with replantation (34.0%; GOS score 5) as compared with patients without replantation (20.7%; GOS score 5; P G 0.001). In borderline patients (defined according to the orthopedic damage control principles), 91.5% received formal surgical ablation of the traumatically induced amputation and 8.5% underwent replantation. The rate of formal surgical ablation of the traumatically induced amputation is higher when principles of damage control surgery are applied. The replantation rate in the upper extremity is higher than in the lower extremity. The less ISS and base excess and the higher blood pressure, hemoglobin value, and thromboplastin time are, the safer the decision for replantation seems to be.
INTRODUCTION
Treatment of patients with macroamputations poses a serious challenge to the responsible physicians. The decision for or against preserving extremities is especially difficult because of complex injuries or severe combined lesions. The first successful replantation of a human arm was described in 1964 by Malt and McKhann (1) . Ever since, there is the question whether preserving or amputating extremities after severe injury is sensible or necessary. In the area of the lower extremities, preservation is psychologically better accepted than formal surgical ablation of the traumatically induced amputation, but functional outcome after preservation and amputation are equal (2Y4). In the area of the upper extremities, functional and psychological outcomes after surgical ablation of the traumatically induced amputation are significantly worse as compared with preservation of extremities (5). Is this handled comparably in severely injured patients or do physicians rather apply the Bdamage control principle[ (DCO) (5Y7)?
Macroamputation by itself is a severe injury. Ten percent to 16% of all macroamputations are caused by trauma (8). In the United States, the incidence for traumatic macroamputation is quite rare with 1:100,000 (9). The questions arise of how often most severely injured patients suffer from a macroamputation injury, how the decision for a formal surgical ablation of the traumatically induced amputation or replantation of extremities is made, and what the outcome of these patients is.
The aim of this study is to analyze the significance of this type of injury in TraumaRegister DGU A (TR-DGU) and to depict the rate of formal surgical ablations of traumatically induced amputations, the epidemiologic data, and the outcome in severely injured patients with traumatic amputations.
METHODS

Data collection
We acquired data from TR-DGU of the German Trauma Society (DGU), which was started in 1993. The present study is in line with the publication guidelines of the TR-DGU and registered as TR-DGU project ID 2011-043. It is composed of data of major trauma patients of 417 trauma centers mainly from German-speaking countries (Germany, Austria, and Switzerland but also the Netherlands, Belgium, and Slovenia; in 2010). It is a prospective, multicentric, standardized, and anonymized database. Included in the TR-DGU is every trauma Vol. 43, No. 3, pp. 233Y237, 2015 
